We rush an immediate response team to the scene of a cardiac arrest, and then rush to an emergency room where more definitive care can be instituted. A complex infrastructure has been developed and immense resources have been devoted to these activities. At issue is survival, and if the patient survives, the quality of life that the patient will enjoy. The latter is frequently limited by the long-term neurologic outcome of the patient. There is an immense cost associated with these activities. Is this expense sensible?
In a report in the current issue of Neurology ® , Mateen and colleagues 1 address this important issue from the perspective of the long-term neurologic outcome following ventricular fibrillation cardiac arrest. Based on their observations, the answer is: "Our efforts are certainly worthwhile." In a populationbased study, the investigators examined the neurologic and neuropsychological status of those surviving more than 6 months after cardiac arrest. While only 42.2% of patients survived to hospital discharge, all but 15% of the long-term survivors were functionally independent and had a score in the high normal range on the Mini-Mental State Examination. Survivors were younger and had a lower median time between the initial request for emergency services and the administration of cardiac defibrillation. Detailed neuropsychological assessment revealed lower scores on measures of episodic memory, presumably reflecting the sensitivity of the hippocampus to hypoxic-ischemic injury, while they had higher than average scores on a verbal intelligence test.
Observations that long-term survivors of a cardiac arrest are functionally independent strongly support the contention that a rapid response to a cardiac arrest is valuable and well worth the effort, and that postarrest care can result in a truly favorable outcome. Two previous studies assessing neurologic outcome following cardiac arrest failed to demonstrate equally positive outcomes. 2, 3 This may have been due in part to ascertainment at a relatively early point in time following hospital discharge, that is, before patients had fully recovered. Also, these studies failed to use a population-based approach. Conversely, the study of Mateen et al. has some shortcomings that warrant further investigation. First, the number of survivors was relatively small-only 47. Second, the current report is based on the experience of Olmstead County, MN, and its one large city, Rochester, where a sophisticated emergency management system is linked to a dominant health care provider, Mayo Clinic. The experience of Olmstead County thus may not be representative of most communities. Third, the observation of better performance on a measure of verbal intelligence among survivors calls to question the neuropsychological measures used to ascertain cognition and the norms against which performance was compared. Only 3 of the 47 patients in this study were treated with therapeutic temperature management, a therapy demonstrated to improve neurologic outcome after cardiac arrest. 4 The edifying results of this study are thus all the more remarkable, since the most useful therapy now present in our armamentarium was only available to a handful of the patients studied.
With these caveats in mind, Mateen et al. provide important evidence urging us to continue our efforts to race to the scene of a medical emergency for the most rapid intervention possible, and to maintain an excellent level of care following resuscitation, since the long-term outcome may be extraordinarily positive.
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